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Abstract 
The study examine the need for Supported Education (SEd) for students with psychiatric disabilities studying in higher 
education in Johor, Malaysia and to identify the  relationships between elements of SEd existing in the lives of these 
students and their current performances.   Participants were 30 students. Low level of coping difficulties faced by these 
students; high level of SEd elements existing in their lives; high level of self-esteem, moderate level of school self-
efficacy; and low level of illness symptoms.   The findings showed that higher education students with psychiatric 
disabilities are academically capable.   
 
© 2010 Published by Elsevier Ltd. 
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1. Introduction 
     Adults with have been regarded as mostly too ill, unmotivated, disruptive, academically unprepared and 
incapable of meeting the demands of higher education (Waghorn et al., 2004, p.454; Mowbray et al., 2006; Austin, 
1999, in Mowbray et al., 2005).  However, there have been reports of a proliferation of adults with psychiatric 
disabilities in higher education settings in North America (Sharpe et al., 2004; Mowbray et al., 2006; Collins and 
Mowbray, 2005; U.S. Department of Education, 1992, in Werner, 2001, p.19-21).  Within one year, for instance, 
five institutions inthe Big Ten Conference encountered an increase from 30% to 100% in the number of students 
with psychiatric disorders (Measel, 1998, in Sharpe et al., 2004).  Epidemological studies already reported 
approximately 5 – 18% of college students with a diagnosable mental  psychiatric illness (Measel, 1998, in Sharpe et 
al., 2004), even epidemological studies in the 1980’s (Rimmer, Halikas, & Schukit, 1982, Stangler & Printz, 1980, 
Nagelberg & Shemberg, 1980, in Megivern, Pellerito & Mowbray, 2003, p.218; Mowbray et al., 2006, p.227). 
    In today’s technological society, people are becoming aware that at least a higher education certification is needed 
to earn an adequate income (Pierson, 2002, in Mowbray et al., 2005; Bond et al., 1997, in Mowbray et al., 1999).  
When adults with psychiatric disabilities become students at higher education, it has been found that the role change 
to a “student” status instead of the stigmatized and devalued label of a “patient” aided recovery (Mowbray, 2004; 
Mowbray, 1999, p.6; Unger, 1993; Unger et al., 1991 in Moxley, Mowbray & Brown, 1993, p.138).    
Open access under CC BY-NC-ND license.
Open access under CC BY-NC-ND license.
Azizi Yahaya et al. / Procedia Social and Behavioral Sciences 7(C) (2010) 642–651 643
2. The scale of the problem 
    In Malaysia, likewise and unknown to many, there has been a growing number of students with psychiatric 
disabilities studying in higher education. With mental illness being the fourth leading cause of ill health in Malaysia 
now (Health Ministry, 2004, in “Malaysia short of mental health professionals”, 2005) and the prevalence rate now 
estimated at 15% or more (Annie Freeda Cruz, 2006), mental health concerns are becoming important issues in the 
country.   
    In a survey of the teenager population in Malaysia in 1997, Toh and his colleagues found that 13% of teenagers 
have some form of “mental health problem” (Kaur, 2003).  Teoh, in a 2000 study, described the prevalence of 
mental health problems (relevant to the current study) among secondary school students were 28% somatic 
complaints, 23% depression, 18% withdrawal, 17% thought disorder, 9% concentration problem and 6% anxiety. 
    The typical age at onset of mental illness is between 17 and 25 (Beiser, Erickson, Fleming, & Iacono, 1993, & 
Beratis, Gabriel, & Hoidas, 1994, in Collins & Mowbray, 2005; Barlow & Durand, 2002; Kunz & Finkel, 1987), 
when many are considering or pursuing higher education.  Kessler et al. (1995, in Mowbray et al., 2005) found that 
4.3 million individuals in the U.S.A. would have completed college if they had not experienced a serious mental 
illness.  An estimated 86% of undergraduates who had psychiatric disorders were found to withdraw prior to 
completion of their degree (Collins & Mowbray, 2005).   
    There is a high rate of unemployment among adults with psychiatric disabilities (Jayakody et al., 1998, in Collins 
& Mowbray, 2005).  Records from U.S.A, U.K. and Australia show rates ranging from 61% to 90% (Hughes, 1999; 
Lehman et al., 2002; Crowther et al., 2001; all in Waghorn et al., 2004).  According to Unger (1994, in Collins & 
Mowbray, 2005), young people with psychiatric disabilities are more likely to be employed if they have taken 
higher education classes.  Besides, in today’s highly technological society, at least a higher education certification is 
needed in order to earn an adequate income (Pierson, 2002, in Mowbray et al., 2005; Bond et al., 1997, in Mowbray 
et al., 1999).  
    New improved medication, better psychiatric care and effective rehabilitation methods have made it increasingly 
possible for individuals to pursue higher education (Haefner & Maurer, 2000, & Harrington & Clark, 1998, in 
Collins & Mowbray, 2005).   
    When adults with psychiatric disabilities do enrol in a higher education program, they face difficulty coping in a 
rather stressful academic environment that demands the same from them as the mentally fit and fast (Megivern, 
Pellerito & Mowbray, 2003; Collins & Mowbray, 2005; Mowbray & Megivern, 1999).  Some of their coping 
difficulties include concentration problem, non-test anxiety, residual illness symptoms, side-effects of medication 
and conflicted relationship with their faculty. 
    The Supported Education (SEd) program, a psychosocial and educational rehabilitation intervention, addresses 
such a problem.  However, there is currently no SEd program in Malaysia.   
    The aim of this study, therefore, was to show the need for Supported Education for students with psychiatric 
disabilities studying at higher education in Johor, Malaysia.  It did so by examining whether there were relationships 
between elements of Supported Education existing in the lives of these students and their current performances.  
Another primary objective was to examine the relationships between their coping difficulties and their current 
performances.  The third primary objective was to survey the support for SEd programs among these students. 
  
3. Method 
3.1 Participant  
    The target population (Gall, Gall, & Borg, 2003) of this research were students with psychiatric disabilities 
studying in higher education in Malaysia.  The accessible population (Gall, Gall, & Borg, 2003) were students 
studying in higher education in the state of Johore.  As HP and HSA are the only two government hospitals with 
psychiatric facilities in Johore, the sample was thus recruited from HP and HSA.  
    Because both HP and HSA were still in the process of completing their computerised database of patients, 
information on the total accessible population was not available.  Most researchers state that a minimum of 30 as a 
sample size is required in order to adequately correlate variables in a correlational study (Fraenkel & Walten, 2006; 
Creswell, 2002; Peterson, 1988).  Therefore, the sample size of this research was 30.  There were no missing data as 
the researcher contacted participants by phone and completed all missing items later discovered.  Another reason 
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why a small sample size was chosen is because the population of students with psychiatric disorders studying at 
higher education is small. 
   
3.2 Measure  
 
3.2.1 Academic Achievement of Participants 
      Each respondent was asked to provide his/her academic achievement in an open-ended question.  The latest 
GPA of the participants was requested.  
      For some participants who did not have their academic result in the GPA format, their officially reported mark in 
percentage or grade was requested instead. The educational institutions of most of the participants apparently had 
their grading scales similar to the standard scale adopted for this research.  [The standard scale adopted is according 
to the grading system of University Technology Malaysia (UTM), Skudai.]  For example, the percentage for a pass 
and a distinction at University College Sedaya International, Kuala Lumpur are 50% and 80% respectively.  They 
are exactly the same percentage for a pass and a distinction at UTM, Skudai (the standard).  In this case, it was a 
straight-forward corresponding conversion to a GPA-equivalent.    
 
3.2.2 Elements of Supported Education Inventory  
      The elements of Supported Education inventory was designed based on information derived from literature 
expounding in details Supported Education model or programs (Mowbray et al., 2005; Brown, 2002 in Mowbray et 
al., 2005; Moxley, Mowbray, & Brown, 1993; Unger, 1992, p.3/4; Cook & Hoffschmidt, 1993), and research on 
Supported Education program (Mowbray et al., 1999; Ratzlaff et al., 2006).  Information was also extracted from the 
Australian study (Waghorn et al., 2004) which listed “Elements of Supported Education” that existed in Australia.  
The elements of SEd in the inventory is a near exhaustive list from the literature cited in this paragraph: almost all 
are used in this inventory except elements that are not relevant to the Malaysian setting.  An example of an element 
of SEd left out is the provision of information on rights of disabled persons (Mowbray et al., 2005) which is not 
possible yet in Malaysia as Malaysia does not have a law giving people with psychiatric disabilities rights to 
education or related accommodations. 
    The elements of SEd are divided into 3 sub-scales, namely:  (i) Pre-Study - Career Guidance and Early Guidance, 
(ii) During Study – Academic Support, and (iii) During Study – Non Academic Support.  Career guidance and early 
guidance are usually what are provided in the traditional type II program before the participants embark on a study 
program.  Sub-scales (ii) and (iii) are provided in both type I and type II programs but it is during the course of their 
study program. 
  
3.2.3 Coping Difficulties Inventory 
      The Coping Difficulties Inventory has 18 items.  It begins with the question, “Do you have the following 
difficulties in coping with your current educational program?”  A list of 18 coping difficulties follows and the 
respondents rated each on a four-point scale, 0 being “none”, 1 “a little”, 2 “some” and 3 being “a lot”.  The mean 
score of coping difficulties from each respondent was correlated with the mean score of other variables.   
 
 
  
3.2.4 Rosenberg’s Self Esteem Scale 
    The scale was designed by Morris Rosenberg himself for the study reported in his book “Society and the 
Adolescent Self Image” (1965, in Burns, 1979).  Burns (1979, p. 103) said that the scale is “worthy of high 
recommendation in view of its very acceptable reliability coefficients attained on only 10 items and considerable 
evidence for its construct validity derived from the many theoretical relationships studied and shown to be 
significant in Rosenberg’s (1965) study”. 
    The original 10-item RSES uses a 4-point response format from 1 = “strongly agree”  to  4 = “strongly disagree”.  
A sample item is “On the whole, I am satisfied with myself”.  A high score indicates low self-esteem.  However, for 
this research, the scale was reversed, as what McWhirter (1997) and Kahng & Mowbray (2005) had also done.  The 
scale ranged from 1 = “strongly disagree” to  4 = “strongly agree”.  So, a high score indicates high self-esteem.  This 
would reduce the linguistic confusion.  Kahng and Mowbray (2005) reported an alpha of 0.82 for the slightly 
modified scale.  The Cronbach’s alpha for the RSES before the slight modification was 0.85 (Rosenberg, 1979, in 
Collins et al., 1998). 
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    Five of the ten statements are phrased in a negative direction to control for acquiescence.  The negatively-stated 
items were thus scored in reverse.  The mean score of each respondent for self-esteem was correlated with the mean 
score of other variables. 
  
3.2.5 School Self Efficacy (modified) Scale  
    The researcher-modified Self-Efficacy scale was modified from the original School Self-Efficacy Scale developed 
by Mowbray, Collins and Bybee (1999).  The scale was developed by Mowbray et al. (1999) to measure the self-
efficacy of people involved in SEd programs towards their educational performance.  It consists of 10 statements 
representing behaviours important in educational settings, such as passing tests and concentrating in class, for which 
respondents rate their ease of performance on a scale of 1 (very easy) to 6 (very difficult).  Cronbach’s alpha for the 
original School Self-Efficacy scale was 0.89 (Collins et al., 1998; Mowbray et al., 1999). 
    The modified School Self-Efficacy scale, therefore, also has 10 items for which respondents rated their ease of 
performance on a scale of 1 (very easy) to 6 (very difficult).  A low mean score indicates high sense of self-efficacy.  
The mean score from this scale of each respondent was correlated with the mean score of other study variables. 
    Cronbach’s alpha for the original school self-efficacy scale was 0.89 (Collins et al., 1998; Mowbray et al., 1999). 
 
3.2.6 Modified Colorado Symptom Index   
    The Modified Colorado Symptom Index (MCSI) was used to examine the current level of illness symptoms 
among the respondents.  The MCSI was actually administered over a face-to-face interview for a cohort of homeless 
people or people at risk for homelessness, and who had either a psychiatric disability or substance-abuse problem 
(Conrad et al., 2001), but it can be used as a self-report for the more cognitively-able sample population of this study 
(with changes in wording only on the instruction).  Therefore, the study did not need to involve the clinicians in the 
assessment of the respondents’ current level of functioning.  The MCSI is the modified and improved version of the 
Colorado Symptom Index (Shern et al., 1994, in Conrad et al., 2001 & in Kahng & Mowbray, 2005) which 
measures symptoms of psychosis, anxiety and depression.  The Colorado Symptom Index is a self-report.  It was 
modified by Conrad and his colleagues (2001) with convincing validity and reliability support, as described below.   
    The original 15-item Colorado Symptom Index (Shern et al., 1994, in Kahng & Mowbray, 2005) has good 
internal consistency (α=.90).  The Modified Colorado Symptom Index was modified mainly by removing one item 
from the original CSI and five follow-up items asking if the illness symptom was drug or alcohol-related (Conrad et 
al., 2001).  The items were removed because they did not demonstrate analytic utility in the original study’s (Shern 
et al., 1994) sample of mentally unwell people.  The MCSI was chosen over the original CSI as the instrument to 
measure illness symptom in the current research because the drug and alcohol-related questions of the original CSI 
would be less relevant to the research sample of students with psychiatric disabilities at higher education. 
     The MCSI uses a 5-point frequency scale, with 0 being “not at all”, 1 being “once during the month” to 4 “at 
least every day”.  In Azizi Yahaya et.al (2009) MCSI, there are options for “refuse”, “not applicable” and “don’t 
know” which are coded but not tallied.  In the current research, these options were not given for respondents would 
not pick them if they were not given.  Besides, they would not refuse to give their answers to the MCSI since they 
had already signed the informed consent form after being briefed on what the research was about and after having 
made their way to the venue for the survey upon invitation.  Furthermore, the sample cohort of this research were 
cognitively more capable than Azizi and Jamaludin (2007) sample cohort and were not in a position where they need 
the option “don’t know”. 
 
  
3.2.7  Support for Supported Education Scale  
    The Support for Supported Education scale was designed by the researcher based on key components of 
Supported Education as reported in Supported Education literature. The idea was borrowed from Mowbray and 
Megivern’s (1999, p.33) survey on “Needs”.  The 6-items scale basically poses statements stating that the 
respondents need the key components available in Supported Education programs, requiring the respondents to 
agree or disagree with the statements.  The respondents ticked their response on a Likert 5-point scale ranging from 
1 “strongly disagree” to 5 “strongly agree” (3 being “undecided”).  The last item states explicitly an overall opinion 
towards Supported Education, “I believe there is an important need for students with psychiatric disabilities, like 
myself, to receive the above-mentioned support available in a Supported Education program.”  A high mean score in 
this scale is an indication that the respondent strongly supports Supported Education programs.   
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3.3  Procedure   
    The respondents either recommended or picked were invited, either by phone or in person, to participate in the 
questionnaire survey.  Participation was subject to respondents’ willingness and availability.  A finalised total of 30 
respondents with psychiatric disabilities studying at higher education made up the study sample.  At an agreed-upon 
time with the respondents, the questionnaire was served to the respondents in a comfortable and non-distracting 
setting (mostly in a room provided by the hospital he/she was registered in).  When it was not practical to collect the 
data by self-administration, the questionnaire was sent to the respondent by post upon the respondent’s agreement 
over the phone.  Instructions and a stamped self-addressed envelope were attached with the questionnaire and the 
informed consent form. The self and postal-administered methods were employed to ensure high response rate and 
respondents were encouraged to ask for clarifications should they have any uncertainties.  The researcher telephoned 
the respondent to attend to his/her query in the postal-administered method when he/she indicated such a need via 
the sms. 
    The respondents had a choice over which language of the instrument they were more comfortable with (Alreck & 
Settle, 1995).  The instrument was available in two languages: English and the local  language.   
    The completed questionnaire was checked for completion; giving particular attention to the respondents’ 
diagnosis, information on their academic achievement and educational institution.  The diagnoses indicated by the 
respondents were confirmed with their diagnoses on file or with a clinician.  Information on their academic 
achievement and educational institution indicated on their questionnaire were checked to ensure the respondents had 
given the correct information.   
    Respondents were briefed on the purpose of the research, explanation of the questionnaire, confidentiality and 
that only group information would be reported.  Honest responses were encouraged.  The duration for completion of 
the questionnaire was at an average of 20 minutes.  Each respondent was given a small token of appreciation at the 
end of his/her participation. 
 
3.3.1  Informed Consent 
    An informed consent is a research participant’s formal agreement to cooperate in a study following full disclosure 
of the nature of the research and the participant’s role in it (Simon, 1999, in Barlow & Durand, 2002). It is a 
statement also acknowledging that the respondents’ rights are protected (Creswell, 2002).  As psychiatric records are 
considered confidential and people with psychiatric disabilities are “a special population considered to be of high 
risk”, informed consent from the respondents is mandatory (Creswell, 2002, p.161).  After signing two copies of the 
informed consent form, a copy was given to the respondent to keep (brief information on the researcher and her 
contact detail was also on the form).  The informed consent form was designed based on a model from Creswell 
(2002, p. 162) and one used in Rizal et al. (2005) research 
 
 
4. Result 
   There were no missing value as the first researcher called the respondents to complete items missed out in the 
questionnaire, so n=30 for all variables and demographic characteristics examined.  The findings below are reported 
according to the of the study.. 
 
 
 
 
Table 1.Frequency and percentage distribution on respondents’ diagnosis 
 
 Frequency Percentage 
Mood disorder 
Major depressive disorder   3 10.0 
Bipolar disorder   3 10.0 
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Table 1 above shows the diagnosis of the respondents.  Each group disorder (mood, anxiety or psychotic disorders) 
has its specific disorder (precise diagnosis) listed under it.  The sub-total for each group disorder is at the bottom of 
each list of specific disorders, with the grand total at the far bottom.  In terms of the diagnosis according to group 
disorders, mood disorder was the most common.  Slightly more than half of the sample were diagnosed with mood 
disorders (57%, n=17), followed by psychotic disorders comprising 30% (n=9) and then anxiety disorders (13%, 
n=4).   
 
4.1 Inferential Analysis 
    This section presents the inferential statistics of the research.  The key investigation which was to identify any 
relationship between elements of Supported Education and current performances (academic achievement, self-
esteem, school self-efficacy and illness symptoms) was done using the Pearson’s “r” correlation technique.  
Analysis for relationships between coping difficulties and current performances, as well as coping difficulties and 
elements of SEd, were also performed using the Pearson correlation technique.   
 
 
4.2 Relationships between Elements of Supported Education and Current Performances 
 
4.2.1     Academic Achievement 
    The correlation analysis presented in table 2 shows a p-value of 0.68 which is greater than the 0.05 level of 
significance.  This means that no significant relationship was found between elements of Supported Education and 
academic achievement.  The null hypothesis was, therefore, detained.  The correlation coefficient, r, is 0.08 which 
denotes a negligible association between the two variables. 
 
 
 
Table 2. Correlation Analysis between Elements of Supported Education and Academic Achievement 
 
  Elements of SEd Academic Achievement 
Elements of SEd Pearson Correlation 1 0.08 
Sig. (2-tailed)  0.68 
Academic Achievement Pearson Correlation  0.08 1 
Sig. (2-tailed)  0.68  
 
 
4.2.3     Self-Esteem 
Dysthymia   2   6.7 
Depression with psychotic feature   2   6.7 
“depression”   7 23.3 
                                          Sub-total 17 56.7 
Anxiety disorders 
Panic disorder   2   6.7 
Obsessive compulsive disorder   1   3.3 
Mixed anxiety depression   1   3.3 
                                          Sub-total   4 13.3 
Psychotic disorders 
Schizophrenia   7 23.3 
Schizoaffective   2    6.7 
                                          Sub-total   9 30.0 
                                     Grand Total 30       100.0 
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    The correlation analysis between elements of SEd and self-esteem showed a p-value of 0.46 which is > 0.05 (table 
3).  This implies that there is no relationship between the two variables.  The correlation coefficient, r of 0.14 depicts 
only a low association between elements of SEd and self-esteem (positive direction). 
 
Table 3. Correlation Analysis between Elements of Supported Education and Self-Esteem 
 
  Elements of SEd Self-Esteem 
Elements of SEd Pearson Correlation 1 0.14 
Sig. (2-tailed)  0.46 
Self-Esteem Pearson Correlation  0.14 1 
Sig. (2-tailed)  0.46  
 
 
 
4.2.4     School Self-Efficacy 
    Findings from table 4 shows that there is no significant relationship between elements of Supported Education 
and school self-efficacy as the p-value of 0.23 is >0.05 level of significance.  The correlation coefficient of -0.23 
implies a low association between elements of SEd and school self-efficacy, and in a negative direction. 
 
Table 4: Correlation Analysis between Elements of Supported Education and School Self-Efficacy 
 
  Elements of SEd School Self-Efficacy 
Elements of SEd Pearson Correlation 1          - 0.23 
Sig. (2-tailed)  0.23 
School Self-Efficacy Pearson Correlation           - 0.23 1 
Sig. (2-tailed) 0.23  
 
4.2.4      Illness Symptoms 
     Analysis as shown in table 5 also denotes no significant relationship between elements of SEd and illness 
symptoms as the p-value of 0.45 is > 0.05.  The correlation coefficient of 0.14 implies a low association between 
elements of SEd and illness symptoms, but in a positive direction. 
 
Table 5.Correlation Analysis between Elements of Supported Education and Illness Symptoms 
 
  Elements of SEd Illness Symptoms 
Elements of SEd Pearson Correlation 1 0.14 
Sig. (2-tailed)  0.45 
Illness Symptoms Pearson Correlation  0.14 1 
Sig. (2-tailed)  0.45  
 
Relationship between Coping Difficulties and Elements of Supported Education 
  
Table 6 below presents the findings.  The p-value of 0.44 is greater than the 0.05 level of significance.  Therefore, 
no significant relationship was found between coping difficulties and elements of SEd.   The correlation coefficient 
of 0.15 denotes a low association, but in a positive direction. 
 
 
Table 6.Correlation Analysis between Coping Difficulties and Elements of Supported Education  
 
  Elements of SEd Coping Difficulties 
Elements of SEd Pearson Correlation 1 0.15 
Sig. (2-tailed)  0.44 
Coping Difficulties Pearson Correlation  0.15 1 
Sig. (2-tailed)  0.44  
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5. Implications   
    Firstly, an implication of these findings is that higher education students with psychiatric disabilities are 
intellectually capable (that is, with maintenance of medication and when they are not experiencing a relapse/onset). 
    Secondly, they experience a certain amount of coping difficulties and illness symptoms.  A separate finding of 
this research, which cannot be ignored, found at least 35% college attrition rate (withdrawals and deferrals). 
    Thirdly, the high level of self-esteem of those who are able to maintain their education reflects an improved 
prognosis resulting from a role change to a “student” status rather than the devalued role of a “patient”. 
    The good academic achievement and high level of self-esteem have demonstrated that the beliefs of people with 
psychiatric disabilities as entirely incapable of educational pursuit are “myths of the bygone era”, as supported by 
Austin (1999, in Mowbray et al., 2005) and Mowbray et al. (2006). 
    Moreover, students with psychiatric disabilities who are medication-compliant are generally not violent or 
disruptive. 
    The appearance of students with psychiatric disabilities or the future appearance of more such students in the 
campus grounds of Malaysia is an example of a paradigm shift.  The “rising tide” (Eudaly, 2002, in Sharpe et al., 
2004) of higher education students with psychiatric disabilities has been made possible by the advent of new 
generation psychiatric medication with less side effects and better psychiatric care (Kane, 2000; Seligman, Walker 
& Rosenhan, 2001; Nolen-Hoesksema, 2004; Barlow & Durand, 2002), the drugs bringing about improved 
cognitive ability (Bentley & Walsh, 2001; Geddes, Freemantle, Azizi & Jamaludin, 2007; Kotulak, 2003; Weiss, 
Bilder & Fleischhacker, 2002; all in Mowbray et al., 2005) and effective rehabilitation methods (Haefner & Maurer, 
2000; Harrington & Clark, 1998; both in Collins & Mowbray, 2005).   
 
6. Conclusion 
    In conclusion, the overall objective of the research has been achieved.  The need for the rehabilitative educational 
intervention, the Supported Education, for higher education students with psychiatric disabilities has been 
demonstrated.  The study findings are generally consistent with literature, both locally and overseas.  The critical 
demographic characteristics of the study sample are reflective of the accessible population (higher education 
students with psychiatric disabilities in Johore) as well as the targeted population (higher education students with 
psychiatric disabilities in Malaysia).  The results of the study can thus be fairly generalized to both the accessible 
and targeted populations.  
     Although the results on elements of Supported Education (SEd) were not significant and of lower levels than 
predicted, the need for SEd among higher education students with psychiatric disabilities could still be demonstrated 
by the other key findings.   Firstly, these students were found to be academically capable (mean GPA score of 3.03).  
Secondly, the moderate to very strong correlations between the students’ coping difficulties and their current 
performances (in terms of academic achievement, self-esteem, school self-efficacy and illness symptoms) suggest 
that the level of coping difficulties experienced determine their current performances.  Thirdly, the moderate close-
to-significant correlation between a sub-scale of SEd elements (academic support) and self-esteem imply that 
Supported Education do contribute to improved subjective well-being or the recovery process.  Finally, the students 
themselves are in favour of a Supported Education program. 
    Backed by numerous past research of its effectiveness, Supported Education is therefore being recommended for 
setting up in Malaysia.  A feasibility study, or a trial run of a SEd program by making use of existing resources and 
with evaluation would be the best follow-up to the current study.  Replication studies to improve the generalization 
of the current study findings would also be excellent alternative follow ups to the current study.   
     Another proposition of this study is that people with psychiatric disabilities be recognized and included in the 
definition of the disabled in Malaysia.  The high GPA of students with psychiatric disabilities should draw attention 
to the capability of such a group of disabled people who are growing in number and should not be left out.  
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7. Recommendations 
    It is recommended that mental health professionals, co-workers and staff be aware of and be more sensitive to the 
coping difficulties of a growing number of students with psychiatric disabilities; and support them as they fight it 
while pursuing educational goals.   
    As this study has found that students with psychiatric disabilities are capable of academic pursuit and a survey 
showed nearly two-thirds of adults with psychiatric disabilities wanting more education (Rogers et al., 1991, in 
Zahniser, 2005); mental health professionals could play a leadership role by encouraging patients who have 
academic potential to equip themselves with a higher education certification.  At the same time, mental health 
professionals can model a supportive role for such students. 
    This study is also a proposition to policy makers that people with psychiatric disabilities be formally recognised 
and included in the definition of the disabled in Malaysia so that assistance (like in Education) can be made 
available for them, supporting the proposed Persons with Disabilities Act 2002 (“Disability Laws”, un-dated) being 
looked into at time of writing. 
    Finally, it is hoped too that these findings lead to a consideration of a rehabilitation program such as the 
Supported Education program (Azizi Yahaya et.al, 2009) which prepares adults with psychiatric disabilities enter or 
resume higher education and supports students with psychiatric disabilities till the completion of their educational 
goals.  Supported Education is an empirically effective rehabilitative intervention where there are currently over 100 
programs in North America (Mowbray, Megivern, & Holter, 2003), and a few recently developed in Australia and 
Europe (personal communication with Anne Sullivan-Soydan, key researcher in Supported Education for over 20 
years).  This recommendation is in line with the need for more rehabilitation resources in Malaysia as voiced by 
Mubarak (2005). 
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